Recent advances in standardized fetal monitoring nomenclature and interpretation make it possible to construct a standardized approach to intrapartum fetal heart rate management that is evidence-based and reflects consensus in the literature.
Recent advances in standardized fetal monitoring nomenclature and interpretation make it possible to construct a standardized approach to intrapartum fetal heart rate (FHR) management that is evidence-based and reflects consensus in the literature. [1] [2] [3] [4] [5] [6] [7] [8] [9] The benefits of standardization are addressed in detail elsewhere in this symposium. A common misconception is that standardized FHR management is a ''one-size-fits-all'' approach that removes individual clinical judgment and dictates the timing and method of delivery. On the contrary, standardized intrapartum FHR management is intended to encourage individual clinical judgment and to serve as a systematic reminder of potential sources of preventable error in effort to optimize outcomes and minimize medicolegal risk. The model described in this chapter uses the standardized FHR definitions and categories proposed by the National Institute of Child Health and Human Development (NICHD) in 2008. 8 It does not include adjunctive tests of fetal status such as, fetal scalp blood sampling, fetal pulse oximetry, and fetal ST-segment analysis that are currently unavailable for general clinical use in the United States. These techniques are presented in detail elsewhere in this symposium.
Standard of Care
The standard of care mandates that practitioners provide patient care that is reasonable and prudent. Reasonableness, in turn, is determined by factual accuracy and the ability to articulate a thoughtful plan. Standard definitions and interpretation help to ensure factual accuracy. A standardized approach to management provides a framework for structured, evidence-based planning that can minimize variation, minimize potential error, and very importantly, that can be articulated.
Confirm FHR and Uterine Activity
Reliable information is vital to the success of intrapartum FHR monitoring. Therefore, the first step is to confirm that the monitor is recording the FHR and uterine activity accurately ( Fig. 1 ). If external monitoring is not adequate for definition and interpretation, a fetal scalp electrode and/or intrauterine pressure catheter might be helpful. It is essential to distinguish between maternal and FHRs.
Evaluation of 5 FHR Components
Thorough, systematic evaluation of a FHR tracing includes assessment of uterine 
The ''ABCD'' Approach to FHR Management
If assessment of all 5 FHR components indicates that the tracing is not category I, further evaluation is warranted. A practical, systematic ''ABCD'' approach to management is summarized in Table 2 .
(A) Assess the oxygen pathway and consider other causes of FHR changes: Rapid, systematic assessment of the pathway of oxygen transfer from the environment to the fetus can identify potential sources of interrupted oxygenation ( Table 2 ). In addition, a number of factors can influence the appearance of the FHR tracing by mechanisms other than interruption of fetal oxygenation. If the FHR changes are thought to be due to any cause not directly related to fetal oxygenation ( 
Reevaluate the FHR Tracing
If, on reevaluation, the FHR tracing returns to category I, continued surveillance is appropriate. If the FHR tracing progresses to category III, delivery usually is variability and/or accelerations without clinically significant decelerations, continued surveillance is reasonable (Fig. 1 ). and resolution of clinically significant decelerations, it is prudent to plan ahead for the possible need for rapid delivery. This does not constitute a commitment to a particular time or method of delivery. Instead, it provides a systematic reminder of factors involved in the decision process. A practical approach includes review of the individual characteristics (from large to small) of the facility, staff, mother, fetus, and labor ( Table 2) . Standardized intrapartum FHR management does not mandate that each of these measures are carried out. It simply provides a systematic checklist of factors to consider in order to minimizing potential errors and to encourage timely decision making. (D) Decision-to-delivery time: After appropriate conservative measures have been implemented, it is sensible to take a moment to estimate the time needed to accomplish delivery in the event of a sudden deterioration of the FHR tracing. This can be facilitated by systematically considering individual characteristics of the facility, staff, mother, fetus, and labor ( Table 2) . The anticipated decision-to-delivery time must be taken into consideration when weighing the risks and benefits of continued expectant management versus expeditious delivery.
Transition
Management steps A, B, C, and D are largely uncontroversial, are readily amenable to standardization, and represent the overwhelming majority of decisions that must be made during labor. However, once they are exhausted, standardized intrapartum FHR management must transition exclusively to individual clinical judgment.
Delivery
If conservative measures are unsuccessful, the clinician must decide whether to await spontaneous vaginal delivery or to expedite delivery by other means. This decision demands individual clinical judgment, weighing the estimated time until vaginal delivery against the estimated time until the onset of metabolic acidemia and potential injury. Information in the literature is limited regarding the rate of progression of metabolic acidemia. The topic is reviewed in detail elsewhere in this symposium. Retrospective data suggest that, in the setting of minimal-absent variability and recurrent decelerations, metabolic acidemia can evolve over a period of approximately 60 minutes, assuming that the preceding tracing was normal. 11 This process can occur much more rapidly, more slowly, or not at all, depending on many factors, including the frequency and duration of decelerations. Despite the paucity of data, a clinical decision must be made using the best information available. The ultimate decision may differ from case to case. However, a standardized, systematic approach can help ensure that management decisions are made in a timely manner and are based, to the extent possible, on scientific evidence and consensus in the literature. The most important part of this step in FHR management is to use discipline and individual clinical judgment to make and document a plan.
Conclusions
Recent progress toward consensus in FHR monitoring makes it possible to construct a practical, standardized approach to FHR interpretation and management. The intrapartum FHR management model described in this article is not intended to dictate actions that must be taken in response to specific FHR patterns. Instead, it is intended to serve as a reminder of common sources of preventable error and a reminder of actions that should be considered to ensure that management decisions are made in a timely manner.
